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The Global HIV/AIDS Pandemic, 2006 


Since the first cases of acquired immunodeficiency syndrome 
(AIDS) were reported in 1981, infection with human immu- 
nodeficiency virus (HIV) has grown to pandemic proportions, 
resulting in an estimated 65 million infections and 25 million 
deaths (/,2). During 2005 alone, an estimated 2.8 million 
persons died from AIDS, 4.1 million were newly infected with 
HIV, and 38.6 million were living with HIV (2). HIV con- 
tinues to disproportionately affect certain geographic regions 
(e.g., sub-Saharan Africa and the Caribbean) (Figure) and sub- 
populations (e.g., women in sub-Saharan Africa, men who 
have sex with men [MSM], injection-drug users [[DUs], and 
sex workers). Effective prevention and treatment of HIV 
infection with antiretroviral therapy (ART) are now available, 
even in countries with limited resources (2). Nonetheless, com- 
prehensive programs are needed to reach all persons who 
require treatment and to prevent transmission of new infections. 

his report, published on the eve of the sixteenth Interna- 
tional AIDS Conference (August 13-18, 2006, in Toronto, 
Canada), summarizes selected regional trends in the 
HIV/AIDS pandemic, based largely on data from the 2006 
Report on the Global AIDS Epidemic by the Joint United 
Nations Programme on HIV/AIDS (UNAIDS) (2). Related 
reports in this issue of MMWR describe the prevalence of HIV 
infection among MSM in Thailand, HIV-related practices at 
chest clinics in Guyana, and HIV-related risk behaviors among 
high school students in the United States. 

Sub-Saharan Africa. Approximately 10% of the world 
population lives in sub-Saharan Africa, but the region is home 
to approximately 64% of the world population living with 
HIV (2). Transmission is primarily through heterosexual con- 
tact, and more women are HIV infected than men. Southern 
Africa is the epicenter of the AIDS epidemic; all countries in 
the region except Angola have an estimated adult (i.e., aged 


15-49 years) HIV prevalence exceeding 10% (2). In Botswana, 


Lesotho, Swaziland, and Zimbabwe, the estimated adult HIV 
prevalence exceeds 20% (2). South Africa, with an HIV preva- 
lence of 18.8% and 5.5 million persons living with HIV, has, 
along with India, the largest number of persons living with 
HIV in the world (2). Recently, declines in adult HIV preva- 
lence have been observed in Kenya, Uganda, Zimbabwe, and 
urban areas of Burkina Faso. Although in these countries, HIV- 
related sexual risk behaviors and HIV incidence have decreased, 
AIDS death rates continue to rise. In sub-Saharan Africa, 17% 
of the estimated number of persons in need of ART received 
it in 2005 (3). 

Asia. Adult HIV prevalence is lower in Asian countries than 
in countries in sub-Saharan Africa, and the epidemic in most 
Asian countries is attributable primarily to various high-risk 
behaviors (e.g., unprotected sexual intercourse with sex work- 
ers, IDUs, or MSM and injection-drug use). Of the 8.3 mil- 
lion HIV-infected persons in Asia, 5.7 million live in India, 
where the prevalence varies by state. Approximately 80% of 
HIV infections in India are acquired heterosexually. Recent 
data from four Indian states indicated a decline in HIV preva- 
lence among pregnant women aged 15-24 years, from 1.7% 
in 2000 to 1.1% in 2004 (4). In China, where 650,000 IDUs 
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account for approximately half of persons living with HI\ 
infection; in contrast, the epidemics in Thailand and Cambo 
dia have been driven largely by commercial sex. In Thailand 
HIV prevalence in pregnant women declined from 2.4% in 
1995 to 1.2% in 2003. However, HIV prevalence among 
MSM in Bangkok increased from 17% in 2003 to 28% in 


2005 (5). Only 16% of persons in need of ART in Asia 


received it in 2005 (3 
Americas. HIV infections are reported mostly among MSM, 

IDUs, and sex workers in the Americas. Brazil, the second 

most populous country in the Americas (after the United 

States), has an adult HI\ prevalence of 0.5% and has 

approximately 30% of the population living with HIV in 

South and Central America and the Caribbean. High-risk 

behavior among Brazilians aged 15—24 years remains high: 

one in three report Initiating sexual activity before ag 

and one in five report having had more than 10 sex 

Brazil provides free ART to all in need of treatment 

approximately 83% of HIV-infected persons receive 

After sub-Saharan Africa, the Caribbean is the s 

HIV-afttected region of the world. 

HIV transmission in the iribbean 

HIV prevalence has decl 

remained constant reas of the Caribbean. 

South and Central erica and the ¢ iibbean, appre ximat 

68% of persons in it in 2005 (3 
In the United 

of HIV transmi 


estimated 44 


evidence suggests a resurgs 
MSM; during 2001—2004 
infections were in MSM 
17% were in n addition, blacks 

together account for 69 f all reported HIV/AIDS « 
the United States, 55 rsons in need of AR] 


in 2005. 


Reported by: 


Editorial Note: This report summarizes certain regional tre 


in the HIV/AIDS pandemic, which has reversed the cours¢ 


human development 


ind eroded improvements 


bid 


expectancy in countries with the highest prevalence of int 
tion (2). The greatest HIV burden is in sub-Saharan Afric: 
home to 15 countries with the highest prevalence of HI\ 


infection in the world. In most other regions, HIV infections 
have been concentrated in various high-risk populations. ‘To 
be effective, prevention measures must be tailored to the local 
epidemiology of HIV infection, based on the behav nd 


111d 


exposures associated with new transmission. 
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FIGURE. Estimated percentage of adult population* living with human immunodeficiency virus (HIV) infection, by country — 


worldwide, 2005t 














SOURCE: Joint United Nations Programme 
Available at http://www.unaids 
*Aged 15-49 years 
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on 


HIV/AIDS (UNAIDS) 


org/en/hiv_data/2006globalreport/default.asp 


Idwide estimate of the number of persons living with HIV is 38.6 million 


From 2003 to 2005, estimates of adult HIV prevalence were 


lowered in many countries. Some of these reductions might 
be attributable to the addition of new surveillance sites and 
pop 


rural populations, which usually have lower HIV 


ilation-based surveys that provide better estimates in 


l 
] 
I 


prevalence. 
I lowevet 
| 


owe, 


, some countries (including Kenya, Uganda, Zimba 
and urban parts of Burkina Faso and Haiti) have 
reported evidence of actual declines in HI\ prevalence. 
Cl 


han delayed initiation of sexual 


ges in sexual behavior (¢ g., 
intercourse, decrease in number of sex partners, or increase in 
condom use) appear at least partly responsible for these 
declines, although increasing mortality might have been a con 
tributing factor (8). 

During 2003-2005, substantial gains were made in the 
number of persons receiving ART in resource-limited coun 
3). The “3 by 5” initiative, a strategy of the World Health 


Organization and UNAIDS, sought to provide treatment to 


tries 


3 million persons (50% of those in need of treatment world 


wide) in low- and middle-income countries by 2005. By 


December 2005, 18 countries had met their “3 by 5” target, 


and the number of persons receiving ART had increased from 


2006 rep 


2 global AIDS epidemic. Geneva. Switzerland: UNAIDS: 2006 


$00,000 in December 2003 to 1.3 million (3). Overall, this 
225% increase can be attributed to commitments by the 
President's Emergency Plan for AIDS Relief (PEPFAR); the 
Global Fund To Fight AIDS, Tuberculosis, and Malaria; and 
the World Bank. By the end of March 2006, PEPFAR sup- 
ported ART for 561,000 persons in 15 countries (9). 
Despite the gains in ART, only 20% of persons in need of 
treatment in low- and middle-income countries were receiv- 
ing it in December 2005 (3). Despite a 5-year scale-up of 
interventions to prevent mother-to-child transmission 
(PMTCT) of HIV, approximately one in 10 pregnant women 
were offered PMT( 
positive { 


PMTC! 


tine offer of testing and counseling in clinical settings, will be 


I services, and fewer than one in 10 HIV- 


reg 


nant women received AR] prophylaxis for 


2). Expansion of HIV testing, including the rou- 


needed to identify more persons in need of ART and PMTCI] 
services; improvements in infrastructure and human resources 
will be needed to deliver quality services to the increasing 
number of persons requiring treatment. As more HIV-infected 
persons receive ART, the number of persons living with HIV 


infection will increase, requiring that prevention programs scale 
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up to prevent HIV transmission from those living with HIV 
infection and for those at risk for infection. Prevention mea- 
sures directed toward populations most likely to be exposed 
to HIV in low-level and concentrated epidemics* and toward 
young persons and those with HIV infection in generalized 
epidemics must be scaled up in parallel with care and treat- 
ment programs 

lo maximize the effectiveness of HIV/AIDS programs, the 
quality and coverage of services should be evaluated, and the 
success of interventions should be assessed by analyzing trends 
in morbidity, mortality, and behaviors of populations infected 
with HIV or at risk for HIV infection. Using these data to 
modify and improve HIV/AIDS programs, an approach inte- 
grating prevention and treatment is being developed that could 


reduce treatment need by as much as 50% by 2020 (/0). 
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HIV Prevalence Among Populations 
of Men Who Have Sex with Men — 
Thailand, 2003 and 2005 


In 2003 and 2005, the Thailand Ministry of Public Health 
U.S. Centers for Disease Control and Prevention Collabora- 
tion and its partners conducted surveillance of human immu- 
nodeficiency virus (HIV) prevalence and risk factors among 
populations of men who have sex with men (MSM) in Thai- 
land. In 2003, the assessment was conducted in Bangkok 
among a sample of MSM* (/). In 2005, in addition to 
Bangkok, the assessment was conducted in Chiang Mai and 
Phuket provinces, and participants were categorized as MSM, 
male sex workers (MSW), or transgendered persons (TG). 
This report compares HIV prevalence among MSM in 
Bangkok during 2003 and 2005, reports HIV prevalence 
among the three populations in 2005, and summarizes the 
results of univariate and multivariate analysis of risk factors 
for HIV infection in 2005. The results indicated a significant 
increase in HIV infection among MSM in Bangkok from 2003 
to 2005. The findings also indicated that in 2005, HIV infec 
tion was widespread among MSM, MSW, and TG in the three 
study locations. Moreover, the following risk factors were 
independently associated with HIV infection: being recruited 
from Bangkok or Chiang Mai (MSM), older age (MSM and 
['G), being recruited from a park or street location (MSW 
and TG), drug use (MSM), self-reporting a history of sexu- 
ally transmitted infections (MSW), and self-reporting a pre- 
vious HIV-positive test result or refusing to disclose a previous 
HIV test result (MSM and MSW). Sex with women during 
the preceding 3 months was inversely associated with HIV 
prevalence among MSW. More effective behavioral and bio- 
medical interventions for MSM, MSW, and TG are needed to 
stop the spread of HIV in these populations. 

Using venue-day-time sampling’ (/,2), participants were 
enrolled from locations where MSM, MSW, and TG congre- 
gate to socialize and seek sex partners and clients, including 
entertainment venues (e.g., bars and discos), parks, saunas, 
street locations, and sex-work venues (e.g., “go-go bars {1.¢e., 
bars where sex workers can be solicited] and massage parlors). 
Venues and participants were selected by using a systematic 


process of mapping and visiting venues, enumerating 


attendance at different times and days, and determining eligi 


bility of participants and their willingness to participate (/,2). 





*In this report 
enrolled at ver 
Sampling meti 


j 
populations suci 
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lo participate, a person had to be Thai, male at birth, a resi- 
dent of the study area, and aged >15 years (>18 years for the 
2003 study) and had to have engaged in anal or oral sex with 
a man during the preceding 6 months. Participation was vol- 
untary and anonymous, and oral informed consent was 
required. In 2003, an interviewer-administered questionnaire 
was used, and in 2005, a self-administered questionnaire was 
used to collect demographic and behavioral information, 
which was completed using handheld computers. Oral fluid 
specimens were collected using the OraSure™ device and tested 
at a 1:2 dilution in single wells by an enzyme immunoassay 
(EIA). Positive samples were retested in duplicate, and two or 
more positive wells were reported as oral fluid anti-HIV posi- 
tive (J). Oral HIV test results were available to participants 
who, if determined to be HIV positive, were referred for con 
firmatory EIA serum testing and appropriate HIV treatment 
and care according to Thai national guidelines (3). 

In 2003, a total of 1,121 Thai MSM were enrolled from 
14 venues in Bangkok (enrollment rate: 90.2%) (7); in 2005, 
a total of 2,049 Thai men were enrolled from 106 venues in 
Bangkok, Chiang Mai, and Phuket (enrollment rate: 97.3%). 
Of the latter sample, 821 were categorized as MSM, 754 as 
MSW, and 474 as TG. 


In Bangkok, the overall HIV prevalence among MSM 


increased from 17.3% (95% confidence interval [CI] = 15.1% 

19.7%) in 2003 to 28.3% (95% CI = 23.9%-33.0%) in 2005 
(Figure). A statistically significant increase (p<0.05; assessed 
by x? test) in HIV prevalence in Bangkok was observed among 
MSM at entertainment venues and saunas and in all age 
groups. In 2005, in Bangkok, 22.3% of MSM aged 15-22 
years, 30.5% of MSM aged 23-28 years, and 29.7% of MSM 
aged >29 years were infected with HIV. 

In 2005, the HIV prevalence among MSM was 15.3% in 
Chiang Mai and 5.5% in Phuket (Table). In 2005, the HIV 
prevalence among MSW was 18.9%, 11.4%, and 14.4% in 
Bangkok, Chiang Mai, and Phuket, respectively. HIV preva- 
lence among TG was 11.5%, 17.6%, and 11.9% in Bangkok, 


( ‘hiang Mai, and Phuket, respectively. HIV prevalence among 


MSM differed significantly among the three study areas 
(X df= ve 
among MSW and TG. 


In 2005, among MSM, the following factors were signifi- 


. +/.G/; p< 0.001); no such differences were observed 


cantly associated with HIV prevalence in univariate analysis: 
residing in Bangkok or Chiang Mai, older age, recruitment 
from an entertainment venue or sauna, homosexual o1 
bisexual self-identification, both insertive and receptive anal 
intercourse, self-reported genital ulcer or discharge (ever), self 
reported drug use (ever), refusal to disclose a previous HI\ 


test result, and a self-reported previous HIV-positive test 


FIGURE. Prevalence of human immunodeficiency virus among 
men who have sex with men,* by recruitment venue and age 
group — Bangkok, Thailand, 2003 and 2005 


Percentage 








* Refers to men who have sex with men but who were not enrolled at 
venues where male sex workers or transgendered persons congregate 
' 95% confidence interval 
p<0.01 
p<0.001 
* 0<0.05 by 


result.* Sex with women during the preceding 3 months was 
inversely associated with HIV infection (Table). In multivari- 
ate analysis, residing in Bangkok or Chiang Mai, older age, 
drug use, and refusal to disclose a previous HIV test result 
were significantly and independently associated with HI\ 
infection. 

Among MSW, recruitment from a park or street location, 
self-identification as homosexual or gay, receptive or both 
insertive and receptive anal intercourse, self-reported genital 
ulcer or discharge, and a self-reported previous HIV-positive 
test result were significantly associated with HIV infection in 
univariate analysis. Sex with women during the preceding 
3 months was inversely associated with HIV infection. In mul- 
tivariate analysis, recruitment from a park or street location, 
self-reported genital ulcer or discharge, and a self-reported 
previous HIV-positive test result were significantly and inde 
pendently associated with HIV infection; sex with women 
during the preceding 3 months was inversely associated with 
HIV infection. 

Among TG, older age, recruitment from a park or street 


location, lower education, history of selling sex, and a higher 
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TABLE. Prevalence of human immunodeficiency virus (HIV) infection among a sampie* of men who have sex with men (MSM),t male 
sex workers (MSW), and transgendered persons (TG), by selected demographic and behavioral characteristics — Thailand, 2005 





MSM MSW TG 





HIV prevalence 


Univariate 





Characteristic No. Sample (%) 


ORS 


(95% Cl)” 


HIV prevalence 


Univariate 





No. Sample (%) 


(95% Cl) 


HIV prevalence 


Univariate 





No. Sample (%) 


OR 


(95% Cl) 





Location 
Bangkok 113 399 (28.3) 
Chiang Mai 34 222 5.3) 
Phuket 11 200 5.5) 


Age group (yrs) 
15-22 < 316 
280 
225 
Recruitment venue 
Entertainment 
Sex work 
Sauna 
Park/Street™ 


Elsewhere*** 


Education 
Primary or less 
Vocational 
University 


Sexual identity 
Homosexual/Gay 
Bisexual 


Heterosexua 


Usual anal sex role 
Insertive 
Receptive 
Both 


No anal sex 


Had sex with women 
during the preceding 
3 months 

Yes 


Ne 


Ever sold sex 


Yes 


b 
N 


Number of intercourse 
partners during the 
preceding 3 months 


>€ 


Condom use during 
intercourse during the 
preceding 3 months 
Always 
Not always 


No intercc 


urse partner 


Self-reported genital 
ulcer or discharge 
Ever 


Never 


Alcohol use during the 
preceding 3 months 
yes 


No 


Drug use**® during lifetime 
Ever 


Never 


Drug use during the 
preceding 3 months 
Yes 
No 


Surgery 
Penile-vaginal 
reconstructive si'rnery 
Cosmetic surgery 
Never had surgery 


79 
3 44 


(3.56—12.95)** 
(1.53-6.32)*" 


Referent 


Referent 


(1.75-4.32)** 
1.82-4.65)"" 


(1.22-7.51) 

(1.80—10.98) 

(0.80—4.66) 
Referent 


(0.51 
(0.82-—1 
Referent 


(2.24-9 
(1.35-7.23 
Referent 


Referent 
(0.99-—2.48) 
(1.89-4.62 


Referent 


0.68—1.55) 
Referent 


350 
202 
202 


307 
314 
133 


(18.9) 
(11.4) 
(14.4) 


(14.0) 
(15.9) 
(18.8) 


(16.8) 
(15.5) 


(11.8) 


(18.7) 
(10.5) 


(0.86—2.23) 
(0.43-—1.38) 
Referent 


Referent 


Referent 


(1.16—2.7¢ 


(0.30—1 
(0.36—1.97 
Referent 


54-3.85) 
(0.91 
Referent 


Referent 
(1.31-3 
(1.35-3.56 


(0.21—0.53)** 


Referent 


(0.72-—2.08 
Referent 


Referent 
(0.62—1.71) 


(U.06 


(1.25-3.07) 


Referent 


(0.49—2.33) 


Referent 


(0.79-1.95) 
Referent 


(0.83-—1.81) 
Referent 


200 
148 
126 


227 
156 
91 


(11.5) 
(17.6) 
(11.9) 


(8.4) 
(16.7) 
(20.9) 


(10.4) 


(29.6) 
(9.6) 


(23.8) 
(14.4) 
(6.4) 


(16.9) 
(10.0) 


(11.7) 


(22.2) 
(12.1) 
(22.2) 
(16.7) 


(13.0) 
(15.6) 


(13.7) 
(13.2) 


(0.48-—1.92) 
(0.80-—3.13) 
Referent 


Referent 
(1.17—4.11)" 


(1.45-5.76)*" 


(0.51-2.31) 


(1.77-8.88)' 
Referent 


(1.18-17.64) 
(0.95-6.36) 
Referent 


(0.89-2.61) 
(0.10-6.79) 
Referent 


(0.42—10.34) 
Referent 
(0.97—4.49) 


Referent 


(1.14-3.78) 
Referent 


Referent 
(0.49-2.05) 
(1.03-3.57) 


(0.39-—1.24) 
Referent 


(0.51—1.56) 
Referent 


(0.43-—1.55) 
Referent 


(0.60—1.82) 
Referent 


(0.62—1.80) 
Referent 


Referent 
(0.63-—3.41) 
(0.69-—3.23) 
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TABLE. (Continued ) Prevalence of human immunodeficiency virus (HIV) infection among a sample* of men who have sex with men 
(MSM),t male sex workers (MSW), and transgendered persons (TG), by selected demographic and behavioral characteristics — 
Thailand, 2005 





MSM MSW TG 
HIV prevalence Univariate HIV prevalence Univariate HIV prevalence Univariate 
Characteristic No. Sample (%) ORS (95% Cl)’ No. Sample (%) OR (95% Cl) No. Sample (%) OR (95% Cl) 
Female hormone 
therapy 
Ever 


Oral 

















imection 
Both 


Never 


Had HIV test 
Never 

Result of HIV test 
Negative 
Positive 
Would not dis 
Never tested 





N 

MSM refers t 

Odds rati 

Confidence 

p<0.001 in multivar 
<0.05 were entere 


149 


ind massage par! 


ffered enroliment 


hs were the HIV prevalence in this group suggests a high underlying 


number of sex partners during the preceding 3 mont 
significantly associated with HIV infection in univariate analy HIV incidence. 

sis. In multivariate analysis, older age, being recruited from a he increase in HIV prevalence in Bangkok MSM cannot 
park o1 street location, and lowe! education were significantly be explained by differences in the methodology of the two 
and independently associated with HIV infection. surveys; sampling, specimen collection, and testing methods 


Reported by: F van Griensven, PhD, A Varangrat, MSc, W Wimonsat were the same. Moreover, with the exception of the decreased 


MSc, ]W Tappero, MD, C Sinthuwattanawibool, MSc, ]M McNicholl age threshold (15 years in the 2005 survey versus 18 years in 
MD, PA Mock, MAppStat, Thailand Ministry of Public Health 


the 2003 survey), eligibility criteria also were identical. Phe 


mean age of participants in both surveys was the same 


ca wet ene 
Publy Health Vonthaburi 


Thai Red Cross Soctet 


27 years). Sample size calculation determined that 399 MSM 
were enrolled for the study in Bangkok during 2005. Before 


siege one Pee the 2003 assessment, data on HIV prevalence among MSM 
l hatland, bangkok , : 
Ofer Chia were unavailable; thus, 1,121 MSM were enrolled to allow 


Hospital, Patong, Th 


C Talede. PhD. Div ef HIVIAIDS Prcocution. National Concer bor Fil degree of confidence and to have sufficient cell sizes for 


0 


8 ees D estimation of a wide range of possible prevalences with a 95% 
and. KA Jenri Phil 1 /Viansereh, 17) c 


Viral Hepatitis, and Teberculesis Prevention (avepeced, CIN detailed statistical analysis. 


ae — Risk factors for HIV infection in the assessment were simi 
Editorial Note: Twenty years after Thailand’s first AIDS case ocglragiex 
lar to those previously identified (5). Sex with women was 


was reported in a young homosexual man (4), Thai MSM, 
MSW, and TG remain at high risk for HIV infection. HI\ 


: : 2 o MSW 1 y tht be attributed, in part, 
prevalence is especially high among MSM aged 15-22 years. among M . This finding might be attributed, in part, to 


independently associated with a lower risk for HIV infection 


| hat tl jor MSW 9%) he vey id 

; the fact that the majority of »S (62.9%) in the survey iden 
Because these MSM have been sexually active for a brief period, ra "4 % : 
tified themselves as nonhomosexual, with nearly all of these 
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(84.4%) reporting that they did not engage in receptive anal 
intercourse, the practice associated with the highest risk for 
HIV infection (5). Another factor might be the low HIV preva- 
lence among women in Thailand, making heterosexual 
acquisition of HIV less likely. In 2005, HIV prevalence among 
pregnant women attending public antenatal care facilities in 
Thailand was 1.0% (6). Injection-drug use was low in the 
study population, suggesting that among MSM, MSW, and 
'G in Thailand, HIV is predominantly transmitted sexually. 
Nevertheless, analysis of the 2005 data indicates that 
lifetime use of any noninjected drug (mostly smoked meth- 
amphetamine) was reported frequently by MSW (38.5%), TG 
(24.1%), and MSM (15.5%). The use of drugs, particularly 
those that are injected or enhance or prolong sexual pleasure, 
among MSM, MSW, and TG in Thailand needs further moni- 
toring because drug use patterns might change over time. 
lhe results of this analysis also indicate lack of awareness of 
current HIV status in the study population, particularly among 
those who were HIV positive. Of the 340 men who tested 
HIV positive in the 2005 survey, 274 (80.6%) reported that 
they were HIV negative or that they had never been tested fot 
HIV infection. Of these 274 men, 57 (20.8%) received their 
first HIV-positive test result as part of this assessment. Over- 
all, of 2,049 participants, 511 (24.9%) returned for their HIV 
test results, of whom 64 (12.5%) were HIV positive. All 64 
men were referred for confirmatory EIA serum testing and 
HIV treatment and care, including immunologic evaluation 
(CD4 cell count) to determine eligibility for highly active 
antiretroviral therapy (HAART) and antimicrobial prophy- 


> 


laxis and treatment, according to Thai national guidelines (3). 
lo decrease and prevent HIV risk behaviors (7), MSM, MSW, 
and IG in Vhailand should be encouraged to get tested fo! 
HIV infection more frequently (8) so that they can take mea 
sures to protect themselves and their partners from HI\ 
infection 

lhe findings in this report are subject to at least three limi 
tations. | irst, the study population consisted of men who were 
present at venues where MSM, MSW, and TG congregate to 
socialize and find sex partners or clients. Men who do not 
attend these venues might have different HIV risk factors and 


HIV prevalence 


Second, men with higher risk for HIV infec 
tion might have attended multiple venues and might have 
enrolled in the study more than once, thereby inflating HI\ 
prevalence estimates. This possibility is unlikely, however, 
because data-collection periods were brief (approximately 


) 7 ) 
2 weeks), and travel among venues is uncommon in Bangkok. 


Moreover, MSW and TG typically worked and lived at the 
venue where they enrolled, making their enrollment at 
another venue improbable. Finally, men who attend venues 
frequently might have a higher HIV prevalence and were more 
likely to be included in the assessment, thereby inflating HIV 
prevalence estimates. However, no association between venue 
attendance and HIV prevalence was determined; thus, the data 
were not weighted for frequency of attendance. 

The high HIV prevalence among MSM, MSW, and TG in 
Phailand, as documented in this report, highlights the need 
for more effective behavioral and biomedical interventions to 
prevent the spread of HIV in these populations at high risk. 
Interventions should include programs to reduce sexual risk 
behavior, promotion of more frequent voluntary HIV coun- 
seling and testing, and improved services for diagnosis and 


treatment of sexually transmitted infections. 
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HIV Counseling, Testing, and Care 
of Tuberculosis Patients at Chest 
Clinics — Guyana, 2005-2006 


Tuberculosis (TB) is a leading cause of morbidity and mot 
tality among persons living with human immunodeficiency 
virus (HIV) or acquired immunodeficiency syndrome (AIDS) 
(J). During 2004, Guyana had an estimated TB incidence 
rate of 140 per 100,000 population (/), the fourth highest 
rate in the Americas (after Haiti, Bolivia, and Peru); Guyana 
also had an estimated adult HIV prevalence of 2.5% (2), and 
20% of TB patients were reported to be infected with HIV 
(3). In 2000, the Guyana Ministry of Health (MOH) began 
providing HIV counseling, testing, and referrals to HIV/AIDS 
programs at its six public chest clinics.* At the end of 2005, 
chest clinics also began providing co-trimoxazole preventive 
therapy (CPT) to HIV-infected TB patients as a measure 
against common opportunistic infections. During February 
June 2006, an international team' assessed the extent to which 
MOH chest clinics in Guyana had implemented these intet 
ventions during July 2005—June 2006. This report summa- 
rizes the results of that assessment, which determined that, 
among 253 TB patients sampled, 174 (69%) initially did not 
know their HIV-infection status; 127 (73%) of those patients 
were offered HIV counseling and testing, and 115 (91%) 
accepted and were tested for HIV. Of the 115 who were tested, 
11 (10%) were determined to be HIV infected; overall, 68 
(35%) of the 194 patients whese HIV-infection status was 
known were HIV infected (i.e., 11 who were tested at the 
chest clinics plus 57 with preexisting knowledge of their HI\ 
status). These results indicate both a high rate of HIV infec 
tion among TB patients in Guyana and the ability of chest 
clinics to provide HIV-related interventions in resource 
limited settings. 

In Guyana, approximately 90% of all reported TB cases are 
diagnosed and patients treated at the six MOH chest clinics 
(3). These clinics provide on-site rapid HIV testing and, with 
the exception of one facility, are located on the same campus 
or within 1 kilometer of MOH’s HIV clinics. Chest clinics 
currently do not prescribe antiretroviral therapy (ART) to TB 
patients who are HIV infected, although this is planned fot 
the future. When possible, however, chest clinics employ cli 
nicians trained in both TB and HIV patient care. All patients 


starting TB treatment at the chest clinics during July 





December 2005 whose health-care records (e.g., patient medi 
cal records, treatment cards, or registers and logs at chest and 
HIV clinics) were located were included in the evaluation. 
Data on patient demographics, diagnosis, laboratory tests, and 
treatment were collected. TB disease was defined using World 
Health Organization (WHO) laboratory or clinical case defi 
nitions (4). HIV-related care was defined as receipt of at least 
one of the following: symptom screening for HIV-related com- 
plications, CD4+ T-lymphocyte cell count monitoring, o1 
provision of CPT or ART. 

During the 6-month evaluation period, 380 patients were 
registered as starting TB treatment at the six chest clinics. Of 
these, health-care records for 253 (67%) patients were located 
and available for review. Similar to most resource-limited set 


tings, Guyana’s MOH chest clinics do not use electronic medi 


cal records or formal record-tracking systems, hindering attempts 


to locate patient records. The median age of the TB patients 


was 38 years (range: 9 months—82 years). Seventy-nine (31%) 
of the 253 patients reported knowing their HIV-infection sta 
tus before starting TB treatment and were not retested for HIV 
(Table). Of the remaining 174 patients with unknown HI\ 
status before diagnosis of TB, 127 (73%) were offered HI\ 
counseling and testing, and 115 (91%) of the 127 agreed to be 
tested. Eleven (10%) of those tested were HIV infected. The 47 
(27%) patients with unknown HIV status who were not 
offered HIV counseling and testing were less likely to have had 
a secondary education (prevalence odds ratio [POR]: 4.6, 95% 
1.5-15.0, p<0.01) and more likely 
to be aged >44 years (POR: 11.0, CI = 2.4—99.0, p<0.01) than 
those offered HIV testing. Among the 194 patients for whom 


t 
HIV status was determined, 68 (35%) were HIV infected (57 


confidence interval [CI] 


who self-reported their HIV serostatus before starting TB treat 
ment and 11 who had been tested for HIV infection at the 
chest clinics). Documentation of HIV-related care was avail 
able for 54 (79%) of the 68 HIV-infected patients. Among 
these 54 patients, 38 (70%) had a recent CD4+ T-lymphocyte 
cell count recorded, 43 (80%) had been prescribed CPT, and 
18 (33%) had been prescribed ART (Table). Patients not docu 
mented as receiving ART either were not referred to or did not 
comply with referral to an HIV clinic, did not meet national 
criteria for ART initiation, refused ART initiation, or had HI\ 
clinic medical records that were unavailable for review (i.e., theit 
MOH HIV clinic records were not located or they received 
HIV-related care at a private facility). Rates of CPT use did not 
differ significantly by patient sex, race/ethnicity, age group, or 
education level. 

Reported by: § Persaud, MBBS, ] Mohantall, MBBS, Ministry 
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TABLE. Number and percentage of tuberculosis (TB) patients 
using Ministry of Health chest clinics, by demographic and 
human immunodeficiency virus (HIV)-related care* chacter- 
istics and HIV-infection status — Guyana, 2005-2006 


HIV-infected 
All TB patients TB patientst 


Characteristic No. (%) No. (%) 











Sex 
Male 179 7 (60) 
Female 74 2g , (40) 
Total (100) 
Age group (yrs) 
0-14 5 (2) 
5-24 7 (6) 
34 : (37) 
44 25 (37) 
54 . (16) 
64 , (2) 
64 
Unknown 
Race/Ethnicity$ 
East Indian 
Afro-Guyane 
Mixed 
Amerindian 
Chinese 
Unknown 
Education level 
Less than secondary 
Secondary or higher 
Not documented 
Knew HIV status before 
TB diagnosis‘ 
if HIV status unknown, 
offered HIV testing 
HIV tested 
HIV infected 
Not HIV infected 
Total no. of persons 
for whom HIV status 
was established 
HIV infected 
HIV non-infected 
Received HIV-related care 
No 
Yes 
Prescribed CPT 
Prescribed ART 
Median CD4 count (range) )1 (1-1,024) 





* Defined as receipt of at least one of the following: HIV-focused symp- 
tom and behavioral screening, CD4+ T-lymphocyte cell count monitor- 
ing, or prescription of co-trimoxazole preventive therapy (CPT) or 
antiretroviral therapy (ART) 

' Received diagnoses of HIV infection before TB diagnoses or were 
determined to be HIV infected after testing at a chest clinic 
Race/ethnicity classifications are those used by the Guyana Ministry of 
Health 

‘ Patient knowledge of HIV status as documented by clinician or health- 
care records. No additional verification of self-reported HIV status was 
made 

* Health-care providers reported adverse reactions in two of the 43 
patients who received CPT 


of New Jersey. C La Fleur, MD, Canadian Society for International 
Health. TH Holtz, MD, CD Wells, MD, Div of Tuberculosis 
Elimination; A DuBois, MD, S Filler, MD, Div of Global AIDS, 
National Center for HIV, Viral Hepatitis, STDs, and Tuberculosis 
Prevention proposed); § Chideya, MD, EIS Officer, CDC. 
Editorial Note: According to WHO recommendations, 
1) HIV testing and counseling should be offered to all TB 
patients in settings where the HIV prevalence among TB 
patients exceeds 5%; 2) TB control programs should establish 
a referral linkage with HIV/AIDS programs to provide a con- 
tinuum of care and support for persons living with HIV/AIDS 
who are receiving or who have completed their TB treatment; 
and 3) TB and HIV/AIDS programs should establish a sys- 
tem to provide CPT to eligible persons living with HIV/AIDS 
who have active TB (5). The assessment described in this 
report demonstrated that of the TB patients using Guyana’s 
MOH chest clinics for whom HIV status was determined, 
35% were HIV infected, and 79% of these patients received 
varying types of HIV-related care; in addition, 73% of those 
who did not know their HIV status upon arrival at the chest 
clinic were offered HIV counseling and testing. These find- 
ings support the usefulness of chest clinics in the initiation 
and maintenance of HIV-related interventions in resource- 
limited settings. The chest clinics provided HIV counseling 
and testing to 73% of eligible TB patients, which compares 
well with published rates for other countries where HIV preva- 
lence among TB patients exceeds 5% (/,6—8). Comparable 
reports regarding provision of HIV-related care by chest clin- 
ics in other countries have not been published. 

Although these clinics had the capacity to provide HIV coun- 
seling and testing and HIV-related care, 27% of TB patients 
met national Guyana guidelines for receipt of HIV counsel- 
ing and testing (i.e., had unknown HIV infection status) but 
were not documented as receiving these interventions. Dis- 
crepant rates of HIV counseling and testing by demographic 
characteristics (i.e., age and education level) were noted. Fur- 
ther study might be considered to determine what factors (e.g., 
communication or cultural) might have resulted in older TB 


patients and those with less education being less likely to be 


offered HIV counseling and testing. Strengthening the obser- 


vance of national guidelines regarding HIV counseling and 
testing (in addition to CPT use and referrals to HIV/AIDS 
programs) to include all persons, regardless of demographics, 
is critical. In addition, because one third of eligible patient 
records could not be located during this assessment, improv- 
ing current medical record filing and tracking systems likely 
would improve patient management. 

lhe findings in this report are subject to at least five limita- 
tions. First, data were missing from patient records at all six 


chest clinics, and 33% of patient records were not available; 
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whether the HIV-related characteristics of these patients dif 
fered significantly from the sampled group is unknown. Sec- 


ond, 27! 


% of patients with unknown HIV status at the time 
of TB diagnosis were not offered HIV counseling and testing; 
whether the proportion of HIV infection in this patient group 
differed significantly from those who were tested is unknown. 
Third, patient reports of receiving HIV-related health care 
from private providers were not verified. Fourth, self-reports 
of HIV status could not be confirmed for some patients (i.e., 
those not visiting MOH HIV clinics). Finally, MOH chest 
clinics did not begin providing CPT to HIV-infected TB 
patients until the end of 2005. HIV-infected patients who 
completed most or all of their TB-related care before chest 
clinic distribution of CPT might have lower rates of use 
Because HIV-related care is available to patients without 
cost in Guyana, adoption of routine diagnostic HIV testing 
for all persons visiting chest clinics (i.e., “opt-out” testing) 
should be considered, including for persons unable to pro- 
vide documentation of their HIV status. Routine testing could 
increase the detection of HIV infections and enable more HI\ 
infected | B patients to receive HI\ -related care. In addition, 
training should be provided regularly to chest clinic staff mem 
bers to underscore the importance of observing national TB 
and HIV guidelines. Further integrating TB and HIV control 
measures (e.g., by including in Guyana’s National HIV Regis 
try those HIV-infected patients who received their diagnoses 


at chest clinics and who receive HIV-related care at non-MOH 


facilities) could provide additional safeguards for patient fol 
1 


ow-up and appropriate health care. 


References 
World Healtl 


World Healtl 


gviobdalatias/ del 


ACTIVI 
DeRiemer 
tuberculosis patients in the era of antiretroviral therapy 


' ' . — ' ' > : 
} | 1 nl Int her noe 
yased study l i ul C ing £UU034:5 


Trends in HIV-Related Risk 
Behaviors Among High School 
Students — United States, 
1991-2005 


Young persons who engage in unprotected sexual intercours¢ 
or use injection drugs are at increased risk for human immu 
nodeficiency virus (HIV) infection. To examine changes in 
HIV-related risk behavior among high school students in the 
United States during 1991-2005, CDC analyzed data from 
eight national Youth Risk Behavior Surveys (YRBS) conducted 
during that period. This report summarizes the results of that 
analysis, which indicated that, during 1991-2005, the per 
centage of U.S. high school students engaging in HIV-related 
sexual risk behaviors decreased. During 1995-2005, the per 
centage of U.S. high school students who ever injected drugs 


remained less than 4%. However, many students still engage 
in HIV-related risk behaviors. Measures aimed at changing 
these behaviors should be strengthened to decrease the inci 
dence and prevalence of HIV/AIDS among young persons 
and meet the national 2010 objective for adolescent sexual 
behaviot objective 25-11) (J). 

Che biennial national YRBS, a component of CDC’s Youth 
Risk Behavior Surveillance System, used independent, three 
stage cluster samples for the 1991-2005 surveys to obtain 
cross-sectional data representative of public and private school 
students in grades 9-12 in all 50 states and the District of 
Columbia. Sample sizes ranged trom 10,904 to 16,296. School 
response rates rang¢ d from 70% to 81%, and student response 
rates ranged from 83% to 90%; overall response rates for the 
surveys ranged trom 60% to 70%. 

For each cross-sectional national survey, students completed 
anonymous, self-administered questionnaires that included 
identically worded questions about sexual experience, num 
ber of sex partners, current sexual activity, condom use, and 
injection-drug use.* Sexual experience was defined as ever 
having had sexual intercourse. Multiple sex partners was 
defined as having four or more sex partners during the person's 
lifetime. Current sexual activity was defined as having sexual 
intercourse during the 3 months preceding the survey. Con 
dom use was defined as use of a condom during last sexual 


intercourse among currently sexually active students. Begin 
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ning with the 1995 survey, injection-drug use was defined as 
ever having used a needle to inject any illegal drug into the 
body. Race/ethnicity data are presented only for non-Hispanic 
black, non-Hispanic white, and Hispanic students (who might 
be of any race); the numbers of students from other racial/ 
ethnic groups were too small for meaningful analysis. 

Data were weighted to provide national estimates, and the 
statistical software used for data analysis accounted for the 
complex sample design. Temporal changes were analyzed 
using logistic regression analyses, which controlled for sex, 
race/ethnicity, and grade and simultaneously assessed linear 
and quadratic time effects (2). Quadratic trends indicate a 
statistically significant but nonlinear trend in the data over 
time (e.g., a leveling off or significant change in direction). 
lrends that include significant linear and quadratic compo- 
nents demonstrate nonlinear variation in addition to an over- 


all increase or decrease over time. 


During 1991-2005, the prevalence of sexual experience 
decreased 13% from 54.1% to 46.8% among high school stu- 


dents. Logistic regression analyses indicated a significant lin- 


ear decrease overall and among female, male, 9th-grade, 


10th-grade, 1 1 th-grade, 1 2th-grade, black, and white students 
(Table). A significant quadratic trend also was detected among 
black students and 11th-grade students. Among black stu- 
dents, this trend indicated that the prevalence of sexual expe- 
rience declined during 1991-2001 and then leveled off 
through 2005. Among | I th-grade students, the prevalence of 
sexual experience declined during 1991-1997 and then lev 
eled off through 2005. Prevalence of sexual experience did 
not decrease significantly among Hispanic students. 

During 1991-2005, the prevalence of multiple sex partners 
decreased 24% from 18.7% to 14.3%. A significant linear 
decrease was detected overall and among female, male, 9th- 


grade, 10th-grade, 1 1th-grade, 1 2th-grade, black, and white 


TABLE. Percentage of high school students who reported HIV*-related risk behaviors, by sex, grade, race/ethnicity, and survey year — 
United States, Youth Risk Behavior Survey, 1991, 1993, 1995, 1997, 1999, 2001, 2003, and 2005 





Had four or more 


Ever had sexual 
Survey intercourse 


sex partners 


during lifetime 


Had sexual Used condom 
intercourse during during last Ever used illegal 


preceding 3 months _ sexual intercourse§ injection drugs" 








Characteristic year % (95% Clit) % 


(95% Cl) 








% (95% Cl) % (95% Cl) % (95% Cl) 





Total 1991 54.1 (+3.5) 18.7 (#2.1) 
1993 53.0 (+2.7) 18.7 (+2.0) 
1995 53.1 (+4.5) 17.8 (£2.6) 
1997 48.4 (+3.1) 16.0 (21.4) 
1999 49.9 (+3.7) 16.2 (+2.6) 
2001 45.6 (+2.3) 14.2 (1.2) 
2003 46.7 (+2.6) 14.4 (+#1.6) 
2005 46.8 (+3.3)** 


(+1.8) 


1997 
1999 
2001 
2003 
2005 


1991 
1993 
1995 
1997 
1999 
2001 
2003 
2005 


(+1.5)** 


37.4 (+#3.1) 46.2 (23.3) _ 

37.5  (+2.1) 52.8  (+2.7) _ 

37.9 (23.4) 54.4 (23.5) (+0.4) 
34.8  (+2.2) 56.8 (21.6) (+0.5) 
36.3 (+3.5) 58.0 (+4.2) (+0.4) 
33.4 (+2.0) 57.9  (+2.2) (+0.4) 
34.3 (£2.1) 63.0  (+2.5) (+1.2) 
33.9  (+2.5)*"* (+2.1)** (+0.3) 


38 
37 
40 
36 


(+3.4) 3.( (+4.3) 

(+1.8) 46.0 (+2.8) 
(+5.2) (+0.5) 
(+3.0) (+0.8) 
(+5.8) (+0.3) 
(+3.4) (+0.4) 
(+3.1) 2 (+1.3) 
(+2.8)** (+0.4) 


(+3.8) 
(+3.8) 
(+4.3) 
(+2.8) 
(+4.3) 
(+2.7) 
(+2.6) 
(+3.1)** 


hh Woh OM 


(+6.2) 
(+5.7) 
(+5.5) 
(+5.6) 
(+7.8) 
(+3.3) 
(+6.4) 
(+5.1)** 
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TABLE. (Continued ) Percentage of high school students who reported HIV*-related risk behaviors, by sex, grade, race/ethnicity, 
and survey year — United States, Youth Risk Behavior Survey, 1991, 1993, 1995, 1997, 1999, 2001, 2003, and 2005 
Had four or more Had sexual Used condom 
Ever had sexual sex partners intercourse during during last Ever used illegal 
Survey intercourse during lifetime preceding 3months _ sexual intercourse injection drugs" 
Characteristic year % (95% Clit) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 














10 1991 48.2 (+5.7) 
1993 46 (+3.6) 
1995 48.0 (+5.1) 
1997 42:5 (+4.3) 
1999 46 +5.6) 
2001 3.0) 
2003 8) 
2005 9)** 
1991 
1993 
1995 
1997 
1999 
2001 
2003 
2005 


(+2.8) 33.2 ‘ 46.3 (+4.7) 
(+2.0) 1 ‘ (+4.5) 
0) o0.7 +3 ‘ (+4.6 
> 7) (+2 9) 58 .¢ (43.6 
)) 33.0 oy 2.6 + 
8) 29.7 ( 9) (+ 
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1991 
1993 
1995 
1997 
1999 
2001 
2003 
2005 


> W 


WOWwWWwWUaW > 


Race/Ethnicity$$§ 
Black, non-Hispanic 1991 
199% 


1995 
1997 


1999 

2001 

2003 

2005 

Hispanic 1991 
1993 

1995 

1997 


1999 


White, non-Hispanic 


2001 
2003 
2005 
* Human immunodeficiency virus 
' Confidence interval 


Amona students who had sexual intercourse during the 3 months preceding the surve 
ONG ucentS c J 





y 
Ever used a needle to inject any illegal drug into the body. The wording of the question on injection-drug use changed substantially after the 1993 survey 
so 1991 and 1993 data are not included in this report 

* Significant linear effect (p<0.05) 

t Significant quadratic effect (p<0.05) 

§§ Numbers of students in racial/ethnic groups other than non-Hispanic black, Hispanic, or non Hispanic white were too small for meaningful analysis 
Hispanic students might be of any race 
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students (Table). Prevalence of multiple sex partners did not 
decrease significantly among Hispanic students. 

During 1991-2005, the prevalence of current sexual activ- 
ity decreased 9% from 37.4% to 33.9%. A significant linear 
decrease was detected overall and among black students 

lable), but the prevalence of current sexual activity did not 


decrease significantly among any other subgroups of students. 


Among currently sexually active students, the prevalence of 


condom use increased 36% trom 46.2% to 62.8%. A signifi- 


cant linear increase in condom use was detected overall and 
among all subgroups ol students. \mong black students, a 
significant quadratic trend also was detected, indicating that 
the prevalence of condom use among currently sexually active 
black students increased during 1991-1999 and then leveled 
off through 2005 

During 1995-2005, the prevalence of injection drug use 
remained be low t No significant ¢ hange Was observed ove! 
ll of among any subgroups of students 


Reported by: 


{ 


Ci 


Editorial Note: The overall decrease in HIV-related sexi 


risk behaviors among high school students discussed in this 
report corresponds to a simultaneous decrease in gonorrhea 
}), pregnancy ind birth rates (5 among adolescents. 

Dhese improvements in he ilth outcomes likely resulted from 
the combined contributions of parents and families, schools, 
ving community organizations, health-care provid 

ers, the media, government agencies, and the youths them 
selves and improved availability of effective interventions that 
iddress HIV-related knowledge, skills, and behaviors and their 


| 


determinants peer norms and media influences). How 


ver, additional measures aré needed to eliminate disparities 


] ] ] 
among subgroups for exampk black students are more likely 


than white and Hispanic students to report HIV-related sexual 


' : 
risk behaviors (6), and I lispanic students have not experienced 
decreases in the prevalence of sexual experience, having had 
multiple sex partners, or current sexual activity. 
Che finding hi t ' i 

ve findings in this report are subject to at least two limita 
tions. First, these data apply only to youths who attend school 
and therefore are not representative of all persons in this age 
group. In 2001, among persons ag 17 years Ipproxi 

1 oO . 
mately 5% were not enrolled in a high school program and 
had not completed high school Second, the extent of 
underreporting o1 overreporting of behaviors cannot be 
determined, although the survey questions demonstrated good 


test-retest reliability (8 


A national health objective for 2010 (objective 25-11) is to 
increase the proportion of adolescents in grades 9-12 who 
abstain from sexual intercourse or use condoms if they are 
currently sexually active (/). Increased measures are needed to 
meet this 2010 objective and reduce the incidence and preva- 


lence of HIV/AIDS among young persons. 


References 
1. US Department 
2nd ed. With us g and improving health and objectives for 
improving health. Washington, DC: US Department of Health and 
Human Services; 2000 
. Hinkle DE, Wiersma W, Jurs SG. Applied statistics for the behavioral 
sciences. 3th ed. Boston, MA: Houghton Mifflin; 2003 
CDC. Sexually transmitted disease surveillance, 2003. Atlanta, GA: US 
Department of Health and Human Services; 2004 
Ventura SJ], Abma |¢ r WD, Henshaw S. Estimated pregnancy 
rates tor the United te 990—2000: an update. Nat Vital Stat Rey 
»004:52:1-1. , 
Martin JA, Hamilton BI itton PD, Ventura S], Menacker F, Munsor 
ML. Births: final data for )3 t Vital Stat Rep 2005;54:1-—25 
Eaton DK, Kann | nche t Youth risk behavior surveillance 
9, 2006. MMW 


United States, 2005 e Summaries, June 


2006:55( No 


1 No. 2005-046 


1 SA, Sundberg | 





Vibrio parahaemolyticus 
Infections Associated with 
Consumption of Raw Shellfish — 
Three States, 2006 
posted as an MMWR Dispatch 
on the MMWR website (http://www.cdc.gov/mmwr). 
During May 20—-July 31, 2006, New York City, New York 


state, Oregon, and Washington health departments reported 


a total of 177 cases of Vibrio parahaemolyticus infection, of 
which 122 have been associated with 17 clusters. A clustet 
has been defined as a group of two or more ill persons who 
were linked to the same shellfish source (e.g., shared a meal at 
the same restaurant or obtained shellfish from the same sea 
food market). Certain clusters were associated with restau- 
rants, certain clusters with seafood markets, and certain clusters 
with recreational harvesting. Three patients were hospitalized; 
no fatalities have been reported. No demographic (e.g., age, 
sex, or race) or medical history (e.g., predisposing conditions) 
information is yet available regarding affected persons. 

\ confirmed case of V. parahae mol) Licus infection is defined 


as an infection confirmed by isolation of the organism from a 
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patient's stool. A probable case is defined as gastroenteritis in 
a person who can be epidemiologically linked to a confirmed 
case. Of the 177 V. parahaemolyticus cases reported, 72 are 
confirmed and 105 are probable: New York City (two con- 
firmed, 74 probable), New York state (seven confirmed), 
Oregon (eight confirmed, eight probable), and Washington 
(55 confirmed, 23 probable). This incidence of infection is 
much higher than expected; during May, June, and July 2000 
2004, these jurisdictions reported an annual average of 16 
laboratory-confirmed V. parahaemolyticus cases to CD( 
(Figure). The number of confirmed cases in this report (72) is 
more than the average number reported during May, June, 
and July during 2000-2004, in the entire United States (Figure). 
Subtyping of V. parahaemolyticus isolates has indicated that 
18 of 23 isolates tested are serotype O4:K12, which is unre 
lated to the pandemic strain that was first identified in Asia in 
1996 and later emerged in the United States in 1998 (/,2). 
Iraceback investigations have linked contaminated oysters and 
contaminated clams to harvest areas in Washington and 
British Columbia, Canada; shellfish from these sources were 


distributed to seafood markets and restaurants nationwide. 


FIGURE. Number of Vibrio parahaemolyticus cases* from New 
York,t Oregon, and Washington,§ by month, compared with 
5-year average numbers of confirmed cases nationwide and 
from New York, Oregon, and Washington during 2000-2004," 
by month 
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Leeman 
SS 


Number 
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La a 
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Jan Feb Mar Apr May Jun Jul 


Month 


*A confirmed case of V. parahaemolyticus infection is defined as an infec- 
tion that is confirmed by isolation of the organism from a patient's stool. A 
probable case is defined as gasteroenteritis in a person who can be epi- 

, demiologically linked to a confirmed case 

Includes health jurisdictions of New York state and New York City 

{As of July 31, 2006 
Data from 2005 are not yet available 


Ongoing investigations are being conducted by state and 
local health departments and regional Food and Drug 
Administration (FDA) shellfish-control offices to identify 
additional sources of infection. Additional infections likely 
hav e been undetected, underreported, Oo! both. 

Vi parahae mol) ticus infection causes acute, self-limited gas 
troenteritis typically characterized by diarrhea, abdominal 
cramps, nausea, vomiting, fever, and chills of 1-3 days dura- 
tion, with onset usually within 24 hours after eating contami 
nated food. Cases are most commonly reported during warmet 
months and are often associated with eating raw or 
undercooked shellfish or other cooked foods that have been 
cross-contaminated by raw shellfish. 

Previous local V. parahaemolyticus outbreaks have coincided 
with large increases in sporadic cases nationally, suggesting 
that identified clusters are most often manifestations of a wider 
increase in illness (/). Studies suggest that approximately 20 
V. parahaemolyticus illnesses exist for each laboratory-confirmed 
case reported to (LEX. (3.4). underscoring the need for 
enhanced national surveillance and control measures. 

Shellfish harvest areas in the United States and Canada that 
were previously implicated in V. parahaemolyticus outbreaks 
are routinely monitored by state shellfish-control agencies to 
control transmission of these illnesses. Despite acceptable 
V. parahaemolyticus levels detected by routine testing of shell 
fish in these areas, as of July 31, 2006, eight shellfish harvest 
areas in Washington had been closed to harvesting because 
their oysters were associated with this Vibrio illness outbreak. 
Oysters from these areas have been recalled by Washington 
state shellfish-control authorities. Shellfish bed monitoring is 
an important element of food-safety control but is not suffi- 
cient to prevent illnesses caused by Vibrio organisms. Because 
vibrios multiply rapidly, even low levels of V. parahaemolyticus 
in harvested products can rapidly increase to infectious levels 
if not rapidly refrigerated after harvest and maintained at 
proper temperatures during transport, processing, and 
storage (1.¢., <50 F [<10 C)). 

Medical providers should request stool specimens from 
patients with acute gastroenteritis and a history of recent shell- 
fish consumption. The microbiology laboratory analyzing the 
sample should be notified that Vibrio illness, or vibriosis, is 
suspected so that appropriate methods (ideally, culture in the 
selective medium thiosulfate-citrate-bile salts-sucrose [TCBS] 
agar) can be used to isolate the organisms. Vibrio species grow 
readily in blood agar, but primary isolation of the organisms 
from stool samples is problematic because extensive screening 
is required to differentiate vibrios from other enteric 


organisms (5). 








856 MMWR 


August 11, 2006 





Vibrio species infections should be reported to the appro 
priate health jurisdiction. Although infection with 
V wo 


thaemolyticus is not currently a nationally notifiable dis 
as is cholera, the disease caused by cholerigenic strains of 
brio cholerae),* CDC has conducted voluntary case surveil 
for laboratory-confirmed noncholera Vibrio species 
infection since 1988. In June 2006, the Council of State and 
lerritorial Epidemiologists recommended that all Vibrio spe 
infections be classified as nationally notifiable diseases. 
| he Current outbreak underscores the benefits ot coordinated 
national surveillance 
( onsumption of raw or undercooked shellfish is a recul 


; 
ource of human illness, including sporadic infections 


ind widespread outbreaks. In recent years, the most commonly 


rent 


; 
reported pathogens associated with these infections have been 
ahaemolyticus, Vibrio vulnificus, and norovirus, but out 
iks of hepatitis \ and cholera also have been reported lo 


ecrea the risk for V. parahaemolyticus infection, shellfish 


should be thoroughly cooked to kill illness-causing pathogens. 


In two of the New York City clusters in this report, vibriosis 
ISSO iated with cooke d seatood e.2., cooke d lobster, scal 
crab, or shrimp) that was eaten in a restaurant, suggest 

food might have been cross-contaminated by raw 


cooking Some commercially available oysters 


“wee ' 4 seit 
eated after harvest to reduce the levels of Vibrio 


Improved surveillance tor V. parahaemolyticus, in 


to increased use of postharvest treatment to decreas¢ 
; 


pecies levels, and careful postharvest temperature con 


ol of shellfish during transport, processing, and storage are 
i to limiting V. parahaemol us infections. 


Reported by: SB. 
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Notice to Readers 


Epidemic Intelligence Service Application 
Deadline — September 15, 2006 
Che Epidemic Intelligence Service (EIS) is a 2-year, postgradu- 
ate program of service and on-the-job training for health pro 
fessionals interested in the practice of epidemiology. I ach year, 
EIS provides approximately YO persons from around the world 
opportunities to gain hands-on experience in epidemiology at 
CDC or state or local health departments. EIS officers, often 
called CDC’s “disease detectives,” have gone on to occupy lead 
ership positions at CDC and other public health agencies. 
However, the experience also is useful for health professionals 
who are seeking to gain a population health perspective. 
Persons with a strong interest in applied epidemiology who 


meet at least one of the following qualifications may apply 
to EIS: 


¢ Physicians with >1 year of clinical training. 


¢ Persons with a PhD, DrPH, or other doctoral degree in 
epidemiology, biostatistics, the social or behavioral 
sciences, natural sciences, or the nutrition sciences. 
Dentists, physician assistants, and nurses with an MPH 
or equivalent degree. 

Veterinarians with an MPH or equivalent degree or 
relevant public health experience. 

\pplications are now being accepted for the July 2007 
June 2009 EIS program. Deadline for submitting application 
materials is September 15, 2006. Application information and 
EIS program details are available at http://www.cdc.gov/eis; 


by telephone, 104-498-6110; or via e-mail, eisepo@cdc.gov. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Annual Rate* of Nonfatal, Medically Attended? Fall Injuries Among 
Adults Aged >65 Years’ — United States, 2001-2003 


160 i 





Women 


| 
[J Men | 
a | | 
| 
































75-84 


Age group (yrs) 


* Per 1,000 population 

'A medically attended injury is one for which a health-care professional was 
contacted either in person or by telephone for advice or treatment 
Based on household interviews of a sample of the civilian, noninstitutionalized 
population 

195% confidence interval 


During 2001-2003, the annual rate of nonfatal, medically attended fall injuries for adults aged >65 years was 
52 per 1,000 population. Adults aged >85 years had the highest rates of injuries from falls; in that age group, 
rates were similar for men and women. However, among adults aged 65-74 years and 75—84 years, the rate of 
fall injuries was higher for women than men 


SOURCE: National Health Interview Survey, 2001-2003. Available at http://www.cdc.gov/nchs/nhis.htm 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending August 5, 2006 (31st Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 
Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 








5 





», 2003, and 2¢ 


current week, and the t 


iles/Syearweeklyaverage. pdf 


Division of Vector-Borne 


r for HIV/AIDS. STD and TB Prevent 


nal Center for Infectious Diseases 


40]|-May 20, 2006 [week 20]) 


1 Table Il 








Vol. 55 / No. 31 MMWR 





TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 
(31st Week)* 





Chiamydia‘ Coccidioidomycosis Cryptosporidiosis 








Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week Med Max 





United States 11,538 8.442 é 4 528518 565,.8¢ 117 14 1.643 5.01 2 283 50 6: 844 
New England 421 25 1.= 18,72 f C 3 4 36 


4 


E.N. Central 


ndiar 
AA 


W.N. Central 


North Dak 


S. Atlantic 


E.S. Central 


Ala 


Ke 


W.S. Central 


exa 


Mountain 


Pacific 











860 MMWR August 11, 2006 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 
(31st Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med 2005 week Med 2005 








United States 1 ; 1,02 48 )04 3,834 305 072 190,893 3( 37 é 2 1,465 
New England 3,609 3 
sieait 1585 


53 


Mid. Atlantic 


Central 


W.N. Central 


S. Atlantic 


aA Ww 


is 


5 
4 
1 
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J 


E.S. Central 


W.S. Central 


Mountain 


Pacific 











Vol. 55 / No. 31 


MMWR 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 


(31st Week)* 





Hepatitis (viral, acute), by type 





A 


B Legionellosis 





Previous 
Current 52 weeks 
Reporting area week Max 


Previous Previous 
Cum Cum Current 52 weeks Current 52 weeks Cum 
2006 2005 week Med Max week Med 2006 





United States 5 3 245 
New England 


Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Islan 
Vermont 

Mid. Atlantic 
New Jerse 

New Yor 


Pennsylvania 


E.N. Central 
indiana 
Michigan 
Ohi 


Wisconsir 


W.N. Central 


S. Atlantic 


De 


West Virginia 


E.S. Central 
Alaban 


Kentu 


W.S. Central 


Arkansa: 


1,854 2,230 28 597 2,197 3 1 26 1,017 


248 
30 





f Northern Mariana 


No renortec 
No reported cases 


for reporting years 2005 and 2006 are 
»ported through the National Electronic 


.] 


Maximurn 


» System (NEDSS 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 
(31st Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area week week 











United States 4 248 2,153 448 2,160 23 
New England 


S. Atlantic 


E.S. Central 


K 


W.S. Central 


Mountain 


Pacific 





Jiative year-to-date counts Med: Median Max: Maximum 


Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 


(31st Week)* 





Meningococcal disease, invasive 





All serogroups 
Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





Reporting area 


Serogroup unknown 


Pertussis 





Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





United States 4 20 83 681 821 


New England 2 3 33 
Connecticut 1 

Maine 

Massachusetts 

New Hampshire 

Rhode Island 

Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
iowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland’ 

North Carolina 
South Carolina 
Virginia 


West Virginia 


E.S. Central 
Alabama 
Kentuc ky 
Mississit p 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Peet 
Mountain 
Arizona 


( 
iagan 


Pacific 
Alaska 
California 
Hawaii 
Ore 
Was 
American S 
C.N.M 
Guar 
Puerto Ric 


U.S. Virgin Islands 


10n 
sh 


496 
1 


9 
1 
> 


9 


146 289 2,876 7,399 12.666 


3 y 83 740 752 
c 28 
25 
506 
98 
83 


976 





C.N.M.1.: Commonwealth of Northern Mariana Is! ands 
U: Unavailable No reported cases N: Not notifiable 
> Inc ice data for reporting years 2005 and 2006 are provisional 


Cum: Cumulative year-to-date « 


ounts Med: Median 


ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 
(31st Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 week 2006 2005 
United States ré 











10 § 3 25 35 246 893 600 81 2 18,969 21,885 
New England 2 1 , 4 435 ) 2 2 é 10 1,062 1,258 
necticut ; 233 256 
56 
619 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 


(31st Week)* 





Shiga toxin-producing E. coli (STEC)' 


Shigellosis 


Streptococcal disease, invasive, group A 





Previous 
52 weeks 
Max 


Current 


Reporting area week 


Previous 
Cum 


2005 


Cum 
2006 


Current 


week Med 


52 weeks 
Max 


Cum 
2006 


Cum 
2005 





Previous 
Current 52 weeks 
week Med Max 


Cum 
2005 


Cum 
2006 





United States 55 


New England 3 


Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 


Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigar 
Ohic 


Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 


South Dakota 


S. Atlantic 


Delaware 


oraia 


22 
Maryl 


and 
Carolina 
uth Carolir 
Jirqinia 

West 

E.S. Central 
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Micc 


Nortt 
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DD 
sISSIDP 


Tennessee 


W.S. Central 
Arkansa 
Louisiar 
Oklahon 
Texas 
Mountain 
Arizona 


Pacific 
Alaska 
Califorr 
Hawa 

Oregor 


Washingt 


American 
C.N.M.1 
Guan 
Puerto Ri 
U.S. Virain 


Virgin Islands 


297 1,141 1,331 136 203 
118 


30 114 4 
29 30 0 
0 


> 
5 18 
46 


1,002 


5,330 


7,478 


168 
28 
8 
109 


40 85 282 3,130 3,079 
191 
U ) 73 
2 11 


79 





C.N.M.1 

available 

. Incidence data for re 
Includes E. coliO H7; Shiga toxin positive 
Contains data reported through the National E 


U: Un No reported cases 


dorting years 2005 and 2006 are pr¢ 


Commonwealth of Northern Mariana Islands 


N: Not notifiable Cum: Cumulative year-to-date 


nal 
serogroup r 


lectronic Disease Surveillance System (NEDSS) 


nt 
JUNS 


1-0157; and Shiga toxin positive, not serogrouped 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 
(31st Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Max 2006 


United States 37 3 5é : 20 50 4,701 4,938 163 800 3,204 27,665 








58 U 

20 151 

54 92 

43 265 
0 

50 494 


New England 1 162 17 : 117 43 144 1,002 


183 3,203 


E.N. Central 





S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





Mariana Island 
ase N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximt 
5 and 2006 are provisional 


ional Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 5, 2006, and August 6, 2005 
(31st Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 


United States 3 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 
W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 














155 84 330 9 203 102 


oooo°occo 


NLW$-DO YONNNMSL CO0O-0C-N 


oO 
wo 


Mountain 
Arizona 
Colorado 
Idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 
Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


American Samoa 
C.N.M.1 

Guam 

Puerto Rico 

U.S. Virgin Islands 





C.N.M.1|.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 

* Incidence data for reporting years 2005 and 2006 are provisional 

. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities,” week ending August 5, 2006 (31st Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 





P&l' 
25-44 | 1-24 <1 | Total 


Reporting Area 











All 
Ages 


>65 45-64 | 25-44 | 1-24 





New England 


A 


E.N. Central 


A 


4 4 
48 1 8 43 1 


All 
Ages >65 45-64 


19R 74 +7 9 > 


1 


36 S. Atlantic 

} Atlanta, GA 

4 Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham AL 
Chattanooga, TN 

™ 

KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville. TN 


W.S. Central 
Austin, TX 


Mountain 
Albuquerque, NM 
B e,!D 

C rado Springs 
) 


CC 


WO 


Pacific 
Berkeley 


cisco, CA 
ose. CA 
anta Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 





1,076 
85 
161 
44 


un On NO 


h-—-WW 





Vania city 


as been 


es, most of which have populations of >100,0 


are not included 


these numbers 


temporarily disrupted 


are partial counts for the current week. Comp 


is reported by the place of its 


plete counts will be available in 4 to 6 weeks 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals August 5, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A. acute 
Hepatitis B, acute 
Hepatitis C, acute 


Legionellosis 
Legionellos 





Ratio (Log scale)’ 


Beyond historical limits 


| SS | 


* No measles or rubella cases were reported for the current 4-week period yielding a ratio for week 31 of zero (0) 
' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 


jeviations of these 4-week totals 
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